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We would like to thank Dr Manning and his colleagues for
their thoughtful comments regarding our modified technique with
the use of iliac branch devices (IBD). We also appreciate that they
prefer the standard technique to our technique with “tromboned
sheaths”.
The device we use features an 8 mm straight side branch as
stated in the article.1 For the helical branch on the contrary, one
can opt for a 6 or 8 mm diameter side branch.2 The readers have to
understand that these two devices are different and we have used
only the straight side branch device.
For clarity, we have used 0.018” and 0.014” through-and-
through wires, but had problems here and there. In one case where
the bridging stent graft could not be advanced, withdrawal of the
through-and-through wire solved the problem.
The combination of a 10F Balkin sheath (in the body of the
IBD) and a 7F ANL-1 Flexor sheath (through the side branch of
the IBD) is very stable because of the stiffness of the Balkin sheath.
Having said this we now happily use the new 12F ANL-1 flexor
sheath instead of the Balkin sheath with equally good results.
Reason for this change is the easiness to cross the aortic bifurcation
with the Flexor sheaths.
As mentioned, the side branch always opens up when with-
drawing the through-and-through wire, which results in usually
instant and easy catheterization of the hypogastric artery. Reposi-
tioning of the side branch is possible but rarely needed. Obviously,
it is wise to orient the branch adequately before opening the main
body to the level of the side branch. In this respect, a postero-
medial orientation of the branch is usually recommended. Advanc-
ing the 7F sheath over a stiff wire provides all the extra stability
needed plus guarantees an easy insertion of the bridging stentgraft. Removal of the through-and-through wire also enables
retraction of the device. This maneuver reduces the gap between
the side branch and the hypogastric artery, which allows for select-
ing a shorter bridging stent graft (38 mm instead of 59 mm), and
it also stabilizes the whole IBD. It is mandatory to visualize the
retraction process to avoid kinking of the side branch. This does
not require angiography, as fluoroscopy will demonstrate the
moment the side branch is bouncing against the ostium of the
hypogastric artery.
In conclusion, in the IBD scenario we do recognize the
possibility of using the standard technique but are very happy with
the removal of the through-and-through wire. In contrast, for
upper approaches in thoraco-abdominal branched cases (and some
IBD where one needs the upper approach); we prefer the 0.014”
through-and-through wire. There are many ways to reach Rome,
apparently.
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